In this multicenter report [1] , the authors report on 175 patients with persistent and longstanding persistent atrial fibrillation (AF) undergoing a staged hybrid ablation procedure. First, via a right thoracoscopic approach, the pulmonary veins (PV) and the posterior left atrial (LA) wall were isolated using a flexible ablation device that allows unipolar and bipolar ablation modalities by gently sucking the atrial wall into the device. The second stage consisted of a transvenous catheter ablation, performed at least two months after the index procedure. During this endocardial procedure, conduction gaps in the epicardial ablation line were identified and ablated and additional lines such as cavo-tricuspid isthmus or mitral isthmus lines were added at the discretion of the operator. At 18 months, such a 'single' hybrid approach (so counting the two stages, but not including redo catheter ablation) resulted in an AF freedom of 56% without the use of anti-arrhythmic drugs. This is a very acceptable result in such a difficult to treat patient population, but is this technique also the best hybrid approach we can offer to our patients?
The surgical technique of the hybrid procedure performed in this study [1] has a few drawbacks. First, bipolar transmural ablation of the myocardium will only be successful if the full thickness of atrial wall can be retracted into the device. Therefore, the myocardium should be adequately denuded from epicardial fat, a surgical maneuver that requires advanced thoracoscopic skills and carries the risk of perforation. Furthermore, the thickness of the atrial wall is quite variable throughout the atrium, but especially at Bachmann Bundle [2, 3] , which corresponds to the atrial roof, the myocardium is very thick and potentially precludes the creation of transmural lesions when using such a suction-assisted ablation device. This might explain why, at the end of the surgical procedure, only 54.4% of patients had an isolated posterior left atrial wall. At the start of the endocardial procedure, this number decreased even further to 25%.
Second, a continuous ablation line that isolates the posterior wall and the PVs has the downside that its completeness is determined by its weakest link, and as such one gap will result in no isolation at all.
Finally, since patient characteristics are not specified, it is not clear why only 39% (69/175) of patients had their left atrial appendage (LAA) closed. One can argue that the appendage only needs to be addressed if the CHADSVASC score > 1, but in a population of patients with (longstanding) persistent AF and LA dilatation, it is to be expected that the number of patients with a CHADSVASC > 1 exceeds 39%. And eventually, most patients will reach the age of 75 and thus will have a CHADSVASC score of at least 2. But besides its potential reduction in stroke risk [4, 5] , epicardial LAA occlusion also results in electrical isolation and as such can lead to a higher AF freedom [6] . Off course, it can only be speculated if a higher LAA closure rate would have resulted in a higher AF freedom in this study [1] . Another explanation for the low LAA closure might be that a right thoracoscopic approach limits the possibility of addressing the left atrial appendage, although clipping of the atrial appendage via the transverse sinus has been reported [7] .
In patients with persistent AF, hybrid AF ablation is associated with better outcomes than catheter ablation alone [8] . To date, there are 3 so-called 'hybrid approaches' that combine surgical and endocardial ablation to address AF: (1) the technique using the Cobrafusion, as described in this manuscript [1] ; (2) a subxiphoid approach that combines surgical ablation of the posterior wall with endocardial isolation of the PVs [9] and (3) a bilateral or unilateral left-sided thoracoscopic approach with bipolar bidirectional PV isolation and bipolar but unidirectional creation of the so-called floor and roof line combined with endocardial touch-up and additional ablation [10] . Although a lot of process has been made in the technical aspects of AF ablation and new potential AF promoting factors, such as epicardial fat [11] , are being investigated, the pathophysiological mechanisms underlying AF are still not fully understood and isolation of the PVs remains the gold standard [12] [13] [14] . Long-lasting transmural PV isolation can be obtained with bipolar clamps that use bipolar bidirectional radiofrequency [15] , and therefore a thoracoscopic approach that implements the use of such bipolar bidirectional clamps remains probably the best option that we can offer to patients with persistent or longstanding persistent AF that undergo heart-beating AF ablation.
